| INTRODUCTION
A low-risk pregnancy is a pregnancy that remains uncomplicated in a healthy woman. 1 In many countries, both uncomplicated and complicated pregnancies were attended to similarly until the 1980s. This attitude led to an exaggerated medicalization of straightforward pregnancies and an increase in iatrogenic maternal morbidity. 2 Additional research has opened the possibility for a pathway of care adapted to uncomplicated pregnancies. [3] [4] [5] [6] In 2018, the World Health Organization (WHO) published new recommendations for intrapartum care to make childbirth a more positive experience and to encourage the minimization of interventions in healthy women. 7 Midwives are experts in the care of normal pregnancies and births, 8 and future parents benefit from a comprehensive management program administered by midwives through every stage of pregnancy, labor, delivery, and the postnatal period. 9, 10 Studies in several countries have shown that midwifery-led care and alternative birth places are associated with better maternal outcomes. 2, 5, [11] [12] [13] Other studies have emphasized the importance of the proximity of a hospital in case of need. 14, 15 Midwifery-led birth centers within hospitals have been created, allowing for quick emergency interventions, thanks to the immediate availability of doctors and operating theaters. 16 In 2014, the first Belgian alongside midwifery-led birth center, the "Cocoon" ( "Cocon" in French), opened in the Erasme teaching hospital, located in Brussels. The aim was to offer women with low-risk pregnancies the choice of allinclusive midwifery-led care within the safe and secure environment of a hospital. This pathway of care offers group sessions in addition to conventional prenatal consultations. It is geographically distinct from the traditional labor ward and possesses its own antenatal clinic, classes, and birth rooms, but it shares the same postpartum maternity ward. The birth center is led by a team of specialized midwives.
The purpose of our study is to compare maternal and neonatal outcomes between patients who chose the Cocoon pathway of care and those who chose the traditional pathway of care.
| METHODS
This is a retrospective cohort study that compares outcomes of low-risk pregnancies in the Cocoon and in the traditional pathway (inclusion and exclusion criteria are listed in Table  1 ). Patients who, upon review of their medical file, had a documented low-risk pregnancy were included from March 1, 2014, to February 29, 2016. During the first prenatal visit, women from both groups were questioned regarding their medical history in the same structured way and were excluded if they had a pre-existing medical condition, including active infection, hematological problems, cardiac disease, pulmonary disease, neurological disease, autoimmune disease, pre-existing diabetes, endocrinological disease, or other significant past histories ( Table 1) . The same definition of a low-risk pregnancy was used for all. In some cases, the team of midwives and the physician in charge would discuss the eligibility of patients using the Cocoon pathway. Patients with corrected hypothyroidism or gestational diabetes without fetal macrosomia, for example, were regularly accepted ( Table 1) .
Patients who chose the Cocoon pathway had their pregnancy followed up almost exclusively by midwives, and their care was reviewed by a gynecologist at least twice during their pregnancy. The visits at the Cocoon lasted 45 minutes instead of the standard 20 minutes in the "classic" clinic. Throughout their pregnancies, women were able to familiarize themselves with the members of the Cocoon team. Women and their birth partners were encouraged to attend classes provided by midwives from the Cocoon and were given the opportunity to participate in a maximum of seven classes, six of which were group classes.
During labor within the Cocoon, women benefited from one-to-one care with a midwife from the team and a second midwife who attended the birth. In contrast, one-to-one care is not always possible in the traditional labor ward. Hydrotherapy was available in both settings and was more regularly used in the Cocoon, while epidurals were only available in the labor ward. The fetal heart rate was primarily assessed by intermittent auscultation in the Cocoon and primarily by continuous cardiotocography in the labor ward.
Transfer to the traditional labor ward was possible if a complication arose or if the woman requested an epidural ( Table 2 ). Patients in the traditional pathway of care had their pregnancies followed up by both gynecologists and midwives. In the labor ward, births were attended by midwives or gynecologists.
For each woman, we collected the following data from the hospital electronic registration system: age, parity, level of education ("high and more" for the last three years of secondary school, high school and university and "low" for primary school and the first three years of secondary school), household income, origin (Europe for countries on the European continent, sub-Saharan Africa for the African countries South of the Sahara, and Mediterranean Basin for the countries around the Mediterranean Sea except France, Spain, Italy, and Greece), body mass index (BMI), and maternal outcomes, including: induction, epidural analgesia, cesarean birth, assisted vaginal delivery, perineal outcome (first-and second-degree tear, third-and fourth-degree tear, and episiotomy), postpartum hemorrhage (more than 500 mL), manual removal of placenta, postpartum stay (two days and less/three days and more), neonatal outcomes (5 min Apgar score (≥ or < 7), and neonatal care transfer. 
| Statistics
Statistical analyses were performed using STATA version 12 (Stata Corp LP). As women who remain under the care of midwives throughout their pregnancy and birth are inherently less likely to experience interventions like induction or cesarean birth, compared with women who are transferred to the care of a physician, we performed all analyses using an intention-to-treat approach: Women remained in their initial group for the analyses. We used descriptive statistics to describe women in both pathways of care. We compared continuous variables using t tests or Mann-Whitney tests as appropriate and categorical variables using chi-square or Fisher's exact tests. We set an alpha of 0.05. We performed a logistic regression to compute odds ratios (OR) and 95% confidence intervals (CI) of outcomes both crude and adjusted (aOR) for baseline characteristics: age, BMI, level of education, household income, region of origin, and parity. Age, BMI, and parity were included as continuous variables.
| RESULTS
Our cohort consisted of 984 patients with a low-risk pregnancy, recruited from March 1, 2014, to February 29, 2016. A total of 590 patients (60.0%) chose to adhere to the Cocoon pathway of care, and 394 patients (40.0%) oriented themselves to the traditional pathway of care. The women who chose the Cocoon pathway of care were most often older, with a normal BMI (>18.5 and <25 kg/ m 2 ), with a higher level of education, with two incomes in the household, from European countries, and expecting their first child (Table 3) . (Table 4 ). "Cocoon" patients also had a shorter stay in the hospital after delivery, with an aOR of 1.76 (1.23-2.51) for a postpartum hospital stay of two days or less (Table 4 ).
There was no statistically significant difference in the frequency of instrumental deliveries (0.77 [0.44-1.36]) or postpartum hemorrhage (1.26 [0.52-3.01]) between both pathways (Table 4 ).
There was no statistically significant difference in neonatal outcomes between the two groups (Apgar score and transfer to the neonatal intensive care unit) ( Table 5 ).
Within the group of patients who chose the Cocoon pathway and started their labor there, the intrapartum transfer rate was 21.1% and the postpartum transfer rate was 7.1%.
The main reason for the intrapartum transfer was a patient's wish for an epidural analgesia (34.9%) (see Table 2 for the transfer criteria). Nulliparas were more likely to be transferred during labor (26.3%) than multiparas (14.1%) (OR 2.2 [95% CI 1.29-3.67] (P = .003).
Postpartum transfers were motivated by vaginal lacerations, third-or fourth-degree tears, hemorrhage (>500 mL), 
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| DISCUSSION
In our analysis, we found that the "Cocoon" care pathway seems to be protective against induced labor, use of epidural analgesia, cesarean birth, and episiotomy. Only 10.3% of lowrisk women under midwifery-led care had a cesarean birth, compared with 16.0% under physician-led care (P < .001). Cocoon patients were more often of higher socioeconomic status (higher education and higher number of incomes per family, Table 3 ) than those who chose conventional care. This socioeconomic profile was also found in patients choosing midwifery-led care in Australia, 17 Norway, 18 and the United States. 13 Women and couples seeking alternative pregnancy care, like the one offered at the Cocoon, are often well informed and give importance to their active participation during pregnancy care, labor, and delivery. In our study, we observed a higher percentage of nulliparous women choosing the Cocoon (Table 3 ). However, in The Netherlands, authors found more multiparous women in their group of women in midwifery-led care at onset of labor. 11 Regarding maternal outcomes, our results are in keeping with international literature and with a recent meta-analysis. 19 This analysis included 15 randomized studies with a total of 17 674 patients. In patients who chose midwifery-led care, there were more spontaneous deliveries with a relative risk (RR) of 1.05 (95% CI 1.03-1, 07), and the use of epidural analgesia was less frequent with a RR of 0.85 (95% CI 0.78-0.92). The risks of having an artificial rupture of the membranes, instrumental birth, and an episiotomy were also lower, with RR of 0.80 (95% CI 0.6-0.98), 0.90 (95% CI 0.83-0.97), and 0.84 (95% CI 0.77-0.92), respectively. In this meta-analysis however, there was no statistically significant difference in the risk of induced labor or cesarean birth. 19 The intrapartum transfer rate of the Cocoon women lies within the intermediate range. In the literature, transfer rates vary from 12% 20 to 31.3%. 2, 12, 16, [20] [21] [22] In their study of 16 710 patients, the Birthplace in England Collaborative Group found a transfer rate from an alongside midwifery unit of 21.2% before delivery. 12 Nulliparous women were more likely to be transferred from a non-obstetric unit setting to an obstetric unit (36 to 45%) than multiparous women (9%-13%). 12 In Norway, Bernitz et al found an intrapartum transfer rate of 28.4%. 2 The main reason for transfer was the need for an epidural analgesia (39.3%). In France, Gaudineau et al found a global transfer rate of 31.3%, with 56.6% of the women desiring an epidural analgesia. 16 In these studies, the proportions of nulliparous women were high at 67.5% and 44.9%. Despite one-to-one care, hydrotherapy, and massages, primiparous women are more likely to experience a longer labor than multiparous women and that may lead them to request more often locoregional analgesia. No pharmacological pain relief was available during the study period in the "Cocoon." In an alongside midwifery-led unit in Ireland, Dencker et al found a lower transfer rate during labor and birth (14.6%) but only 31.1% of women were nullipara in their study. The reason for transfer was the woman's wish for epidural analgesia in only 15.1% of cases. The scope of practice of midwives is also different between countries. For example, a breech presentation or the need for induction of labor are indications for transfer of care in Belgium while they are not in the United States. 22 There is no reported increase in neonatal morbidity or mortality for newborns of women choosing an alongside midwifery-led unit that we could find in the 
T A B L E 5 Neonatal outcomes in
Cocoon and traditional pathways, Brussels, Belgium, 2014-2016
